In the previous SMR Editorial we highlighted in the broadest sense the widening gap between pharmacy practice activities in the Global North and South [1] . In this Editorial we take the opportunity to think about the ethnic-minorities residing in high-income countries. In many ways these groups are similar to populations in low-income countries.
The struggles that challenge health systems in developed countries with respect to innovative high-cost medicines are some of the challenges the Global South face when accessing essential medicines. Asthma is one such example in which access to essential medicines may not be a big problem in high-income countries but that compliance and optimal use may be similar to low-income countries, for some cohorts of the population.
When comparing North and South, one might expect all to be well in the developed world with regard medicine access and use. This may not be the case, and populations such as Australian Aboriginals, Canadian Inuit, American Native Indians and many other ethnicities come to mind. Taking New Zealand as an example may help to extrapolate to the indigenous peoples previously outlined. Several cohort populations come to mind when thinking about potential disparities in access and health outcome. Firstly, the indigenous peoples of the land -the original owners and occupiers who settled from the Pacific in a pre-European era. In New Zealand these folk are the Maori people. For a number of complex and interrelated reasons, Maori die on average 10 years younger than non-Maori; even within a developed health care system [2] . In general their presentation and access to health care services is at a lower rate than the Caucasian population. Availability of essential medicines has been addressed through the policies of the Pharmaceutical Management Agency of New Zealand (PHARMAC). However, Maori are over represented in the lower socio-economic cohort of the New Zealand population and so issues of medicine affordability and health literacy arise [3, 4] . Robust evaluation of affordability is yet to be undertaken across various lower socio-economic populations and/or high need ethnic groups.
Another example is the people of the pacific; those folk who migrated from Polynesian islands in the 1950s and continue to do so today. They are represented through a very large population grouping in the south of Auckland; New Zealand's largest city. There are now more peoples of pacific island origin in Auckland than in the pacific islands per se. The challenges with pacific peoples are not dissimilar to Maori in that uptake of some health services is less than optimal and that much of the population falls into the high need category in terms of socioeconomic and health care [4] .
The other important sub-group are recent immigrants from countries in greater Asia, Middle East and Africa, to name a few. These populations have significant risk factors for the development of chronic diseases and this is reflected in the high prevalence of cardio-vascular disease and diabetes to name two. Aside from the medical risk there are misconceptions about the system and rules due to culture and language barriers and as a result the system relating to medicines is confusing. There are different perceptions with respect to quality of available medicines as well as variability in community pharmacy service provision to these communities. Financial barriers including lack of affordability, particularly for over the counter (OTC) therapies have been reported [5] . All of these factors add to a complex picture of medicines use which may potentially impact on health outcomes for these sub-populations.
A New Zealand-based study conducted by Bassett-Clarke et al (2012) also found ethno-cultural barriers with regards to medicines use [6] . They found that the conceptualisation of medicine, self medication and the seeking of further information varied amongst NZ European, Pacific peoples and Maori and folk from Asia and South Asia.
We have taken New Zealand as our exemplar of some of the issues faced by ethnic minorities accessing and using pharmaceuticals. There are however, many "like" examples including Hispanic and African races and the Hawaiian people of the United States (USA) [7, 8] , Canadian Inuit [9] , Australian aboriginal [10] and Pakistanis in Scandinavia [11] , to name a few. The European Union has created a huge melting pot of races and movement from Eastern European countries to the continent per se and there is huge potential for research in this area. This is not an exhaustive list but with common examples from high-income countries, it is fair to suggest that for some populations, the gap between Global North and South may be less than we give credit for. In-order to complement work in the Global South, we encourage authors to forward papers related to medicines policy and use in ethnic subpopulations and migrant groupings within high income-countries. It is expected that by thinking about ethnic minorities and placing "culture" at the center of social pharmacy practice and research, local and international disparities in access to, and use of medicines, as well as pharmacy service provision will be better addressed [12] .
